ISSN 1413-3555
Rev Bras Fisioter, Sao Carlos, v. 14, n. 3, p. 244-51, May/June 2010

©Revista Brasileira de Fisioterapia 0 RI GI NAI. ARTICI.E

The influence of sociodemographic, clinical
and functional variables on the quality of life of
elderly people with total hip arthroplasty

A influéncia de variaveis sociodemograficas, clinicas e funcionais sobre a
qualidade de vida de idosos com artroplastia total do quadril

Mariana K. Rampazo, Maria José D'Elboux

Abstract

Objectives: To evaluate the health-related quality of life (HRQOL) of elderly people with total hip arthroplasty (THA) and to investigate
the relationships and influences of the sociodemographic, clinical and functional variables of these subjects. Methods: The HRQOL
was evaluated by means of the Brazilian versions of the Medical Outcomes Study 36-item Short-Form Health Survey (SF-36), a general
instrument, and the Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC), a specific instrument. Eighty-eight
elderly people of both genders with primary unilateral THA were recruited. The data were subjected to descriptive analysss, univariate
analysis of variance (ANOVA) and multivariate analysis of variance (MANOVA) to investigate the influences of the variables studied
in the dimensions of the SF-36 and WOMAC; and the Mann-Whitney and Kruskal-Wallis tests to compare instrument scores between
the variables. Results: There was a predominance of women in the study sample, and their mean age was 68.8 (+ 7.4) years. Hip
function, as assessed by the Harris Hip Score, had a significant influence on HRQOL from the perspective of both the general and the
specific instruments. The use of accessories for locomotion, hip functions and satisfaction with the surgery were the main variables
that demonstrated significant differences in the dimensions of the SF-36 and the WOMAC. Conclusions: Investments in functional and
rehabilitation programs aimed towards the peculiarities of elderly people with THA can benefit this population.
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Resumo

Objetivos: Avaliar a qualidade de vida relacionada a saude (QVRS) de idosos com Artroplastia Total de Quadril (ATQ) e investigar a
relagédo e a influéncia de varidveis sociodemogréficas, clinicas e funcionais nesses sujeitos. Métodos: A QVRS foi avaliada por meio
das versoes brasileiras dos instrumentos genérico The Medical Outcomes Study 36-item Short-Form Health Survey (SF-36) e especifico
Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC) em 88 idosos com ATQ priméaria e unilateral de ambos os
géneros. Os dados foram submetidos as analises estatisiticas: descritiva; analise de variancia univariada (ANOVA) e multivariada
(MANOVA) para verificar a influéncia das variaveis estudadas nas dimensées do SF-36 e do WOMAC e testes de Mann-Whitney e
Kruskal-Wallis para comparagéo dos escores dos instrumentos entre as variaveis. Resultados: A amostra estudada teve predominio
das mulheres, e a média de idade foi de 68,8(x7,4) anos. A fungdo do quadril, avaliada pelo Harris Hip Score, foi a variavel que
apresentou influéncia significativa na QVRS sob a perspectiva do instrumento genérico e do especifico. O uso de acessorios para a
locomogao, a funcéo do quadril e a satisfacdo com a cirurgia foram as principais variaveis que apresentaram diferencas significativas
nas dimensoes do SF-36 e do WOMAC. Conclus6es: Investimentos no ambito funcional e programas de reabilitacdo direcionados as
peculiaridades dos idosos com ATQ podem beneficiar essa populagéo.

Palavras-chave: qualidade de vida; artroplastia de quadril; idosos.
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Introduction

Total hip arthroplasty (THA), characterized by replace-
ment of the hip joint, is an effective treatment for patients
with severe hip osteoarthritis (OA)'and some cases of femo-
ral neck fractures®. The population who most benefit from
this treatment are the elderly, since chronic non-transmis-
sible diseases, such as OA and femoral neck fractures, are
more prevalent in this age group'®. Patients with hip OA suf-
fer from subsequent worsening of hip pain due to progres-
sive joint degeneration, which leads to physical disabilities
and, therefore, considerable changes in their quality of life
(Qor).

Because of all these affections, the THA has as primary
aim to restore functions and improve QOL of those indi-
viduals who have suffered deterioration in their activities
of daily living (ADLs) and waited, sometimes for long peri-
ods, for this surgical procedure in which they placed hope
of returning to their daily lives free of pain and disability"”.
In the elderly who suffered femoral neck fractures, THA is
associated with a better outcome than internal fixations,
giving them back functions and QOL conditions equivalent
to those prior to hospitalization®

Several clinical factors are related to this surgery, such
as body mass index (BMI) and satisfaction with the results
reported by patients. There is evidence that obese patients
(BMI = 30 kg/m?) who underwent hip and knee joint replace-
ment show acceptable functional results with considerable
improvements in their QOL*’. Other studies with patients
undergoing THA have shown significant satisfaction in rela-
tion to the results obtained after surgery®”.

The effectiveness of THA still includes pain reduction
and functional improvements in patients with hip OA%!
and, therefore, considerable benefits on their QOL related
to health (HRQOL). HRQOL is understood to be a multifac-
eted approach that encompasses the physical, mental and
social aspects related to the presence of symptoms, impair-
ments and limitations caused by diseases' In the evolution
of research on HRQOL, several instruments have been de-
veloped to quantify the health status and are divided into
two groups: generic and specific ones'*'°. According to the
literature, both generic and specific measures should be in-
cluded in the assessment of HRQOL!31617,

Thus, considering the influence of sociodemographic,
clinical and functional variables on HRQOL, the literature
recommendations on the use of generic and specific instru-
ments to assess HRQOL, and also the scarcity of studies
investigating the results of this highly invasive surgery, and
of its effectiveness has been proven between elderly's*.
Therefore, this study aimed to evaluate the HRQOL of

elderly patients with primary THA and to investigate the
influences and the relationships of the variables: gender,
age, BMI, pain, mobility accessories, hip function, time after
surgery and satisfaction with the surgery.

Methods
Subjects

The sample was non-probabilistic convenience one and
thus, there was no consideration of sample size. The sam-
pling criterion used was the fixed period for data collection
(seven months). Participants in the study selection were 132
patients of both genders, aged 60 years and over, who were
outpatients at two of major referral hospitals in the state of
Sao Paulo, Brazil, and who underwent primary and unilat-
eral THA at least six months ago, considering the date of the
interview. Patients who had the ability to understand and
had verbal communication skills were included. Patients
with visual deficits that might impair their functions, with
hemiparesis or hemiplegia or with a history of other joint
arthroplasty surgeries (in order to exclude the influence of
different surgical interventions and sequel with functional
impairments in the perception of HRQOL) or refused to par-
ticipate in the study, according to Resolution 196/96, were
excluded from this study. Patients available at the clinics
mentioned above within the study period were recruited,
and, of the 132 patients, 88 subjects met the inclusion cri-
teria and they agreed to participate in the study and were
evaluated after signing the informed consent. The study was
approved by the Research Ethics Committee of the Medi-
cal Sciences Faculty of Universidade Estadual de Campinas
(UNICAMP), Campinas (SP), Brazil (protocol n° 778/2006).

Data collection

Data collection was performed between September
2007 and March 2008 through consulted records to obtain
data regarding the patients clinical condition as well as by
interviews and evaluations for individual sociodemographic
characteristics, measures of functional assessment and
HRQOL. The evaluation of the subjects was carried out at
the orthopedics clinic of two hospitals and the following
instruments were used:

a) Instrument for sociodemographic and clinical charac-
terization (ICSC) was used to obtain data regarding age
and gender, as well as information about their clinical
aspects: operated hip pain, other joint pain, use of ac-
cessories for locomotion and BML. In this study, subjects
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were considered obese when the BMI was =30 kg/m?®
according to the Pan American Health Organization
(PAHO)®. Data for THA included: reason for surgery,
postoperative time (day of surgery until the date of data
collection) and satisfaction with the results of surgery.

b) Hip functional evaluation was made by the Harris Hip
Score (HHS) questionnaire, an instrument developed by
Harris*, and internationally validated for patients with
THA?. The inclusion of this instrument was justified by
its frequent use in the local orthopedic community for
functional hip assessments. It consists of a scale rang-
ing from 0 to 100 points, and the domains include pain,
functions, deformity and range of motion (ROM). The
total score for the pain domain is 44 points and for the
functional domain, 47 points, the latter being subdivided
into ADL and gait, with 14 and 33 points, respectively.
The scores of these domains resulted from the subjects’
responses obtained through interviews. On the other
hand, the deformity and ROM domains are evaluated
by the examiner using a tape-measure and goniometer.
For the deformity domain, it can be attributed up to four
points and for ROM domain until five points. It is consid-
ered a poor functional outcome if the HHS total score is
less than 70 points, regular if the score is between 70 and
79; good if the score is between 80 and 89, and excellent
for 90-100 points.

c¢) The Medical Outcomes Study 36-item Short-Form
Health Survey (SF-36), a generic instrument was used for
assessing HRQOL®, translated and validated in Brazil*. It
consists of 36 items encompassing eight dimensions: func-
tional capacity (10 items), physical aspects (4 items), pain
(two items), general health ( five items), vitality (4 items),
social aspects (2 items), mental health ( five items) and a
question of comparative evaluation between their current
health status and the status one year ago. The strategy
used were interviews and the evaluation of results was
done by assigning scores for each question, which were
transformed into a scale of zero to 100, where zero cor-
responded to “poorer health” and 100 “the best state of
health”. There are no cut-off points, and each dimension
was evaluated separately.

d) Western Ontario and McMaster Universities Osteoarthri-
tis Index (WOMAC), translated and adapted for Brazil®, a
specificinstrument used for assessing the HRQOL in patients
with hip and knee OA”. Its use is indicated for post-oper-
ative evaluation of the total knee and hip arthroplasty™.
It consists of 24 items, divided into three dimensions.
The pain dimension has five questions, the joint stiff-
ness domain includes two questions, and the disability
dimension has 17 questions, applied by interviews. Each

question has five response possibilities on a Likert scale
(none, mild, moderate, severe and very severe), with
grades 0, 1, 2, 3 and 4, respectively. Thus, zero represents
the absence of symptoms and 4 the worst result about
those symptoms. The scores were summed for each di-
mension and receives a total that is transformed into a
scale of zero to 100, zero being the best health and 100
the worst possible state.

Statistical analyses

Data were subject to the following statistical analyses:
A) Descriptive analyses, with measurements of position and
dispersion for sociodemographic and clinical data, related
to the THA, functional data and scores of the instruments
used to measure HRQOL; B) MANOVA to verify the influ-
ences of the variables of interest (gender, age, BMI, pain, use
of accessories for locomotion, postoperative durations, sat-
isfaction with the surgery and hip functions) on measures of
the HRQOL of the SF -36, and the WOMAC. The ANOVA was
used to evaluate the influence of each variable on the scores
of each dimension of the SF-36 and WOMAC. About eight
or nine factors on influences on the QOL were selected for
multivariate analyses. The literature recommends approxi-
mately 8-15 subjects per factor or variable*®*. The variables
were transformed into ranks for these analyses, because it
was not anormal distribution; and; C) Comparative analyses,
using the Mann-Whitney (two groups) and Kruskal-Wallis
test (=3 groups), followed by Dunn post-hoc test to compare
the scores of SF-36 and WOMAC instruments between the
variables of interest, due to the absence of a normal distri-
bution of variables. The level of significance for statistical
tests was set at 5%, ie, p<0.05

Results

According to Table 1, it is emphasized that of the 88 el-
derly patients studied, most of them were female, with their
predominant age being between 60 and 69 years. Operated
hip pain and other joints pain were reported by most of
the assessed group, however, there was a predominance of
elderly who were delighted with the results of the surgery.
Table 2 shows the mean scores in each domain of SF-36 and
WOMAC.

The HRQOL dimensions most affected, according to the
SF-36, were physical aspects, functional capacity and pain.
In relation to the WOMAC, patients had lower mean scores
on the pain and stiffness dimensions, which indicated less
interference of these aspects on the elderlys’ QOL. However,
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the physical activity dimension demonstrated higher mean  aspects when the specific instrument was used. It is notice-
scores. According to the WOMAC scores, poorer HRQOL  able that no subject had the highest score on the various
is observed when the score is higher. So, the observed re-  dimensions of the WOMAC, and when analyzing the ob-
sults demonstrated a greater commitment to the physical  served variations, it is noted that on the pain dimension,

Table 1. Sociodemografic, clinical, and functionality of the total of studied subject (n=88). Campinas, 2008.

Variable N (%) Means (+SD) Medians Observed variation
Gender
Female 48 (54.6)
Male 40 (45.4)
Age (yrs) 68.8 (+7.4) 67.0 60-87
60-69 50 (56.8)
70-79 28 (31.8)
=80 10 (11.4)
BMI=30 Kg/m? 23 (26.1)
Reason for the surgery
Hip osteoarthritis 74 (84.1)
Femoral neck fracture 11 (12.5)
Femoral head necrosis 3(3.4)
Hip operated pain 49 (55.6)
Other joints pain 82 (93.1)
Use of accessories for locomotion
No 49 (55.7)
Yes 39 (44.3)
Time of post-operative (months) 59.6 (£52.4) 455 6-216
<23 26 (29.5)
24-47 19(21.6)
47-71 19 (21.6)
=72 24 (27.3)
Satisfaction with the surgery
Much 68 (77.3)
More or less 16 (18.2)
Little 4 (4.5)
Hip function (HHS) 73.4(x19.0) 74.8 21.1-100
Excellent 21(23.9)
Good 20 (22.7)
Fair 12 (13.6)
Poor 35(39.8)

SD=standard deviations; BMI=Body mass index; HHS=Harris Hip Score.

Table 2. Descriptive analyses of the dimensions of the SF-36 and WOMAC of 88 elderly with ATQ.

Dimension n Means (+SD) Medians Observed variations ~ Possible variation

SF-36
Physical function 88 4545 (+21.9) 45.0 0-90 0-100
Physical 88 39.05 (39.9) 25.0 0-100 0-100
Bodily pain 88 50.13 (+25.5) 51.0 0-100 0-100
General health 88 65.97 (+27.2) 77.0 0-100 0-100
Vitality 88 67.27 (x22.7) 75.0 10-100 0-100
Social functions 88 67.92 (£27.4) 75.0 0-100 0-100
Emotional role 88 55.30 (x41.9) 66.6 0-100 0-100
Mental health 88 62.20 (+23.5) 66.0 12-96 0-100

WOMAC
Pain score 88 18.97 («19.5) 125 0-85 0-100
Stiffness score 88 767 (£11.2) 0.0 0-50 0-100
Functional limitation score 88 27.85 (+16.9) 235 5.8-75 0-100

SD=Standard deviations.
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the scores were higher than that observed on the physical
activity dimension.

In the univariate analyses, hip functions was the vari-
able that exerted a significant influence (p<0.05) on all
dimensions of SF-36, except for the mental health and vi-
tality dimensions. The gender variable showed a significant
influence on the functional capacity (p<0.007) and physical
aspects (p<0.001).

The variables of gender (p=0.026) and hip functions
(p<0.001) showed statistical significance in the multivariate
analyses. Other joint pain, post-operative duration and sat-
isfaction with surgery influenced the emotional (p=0.022),
pain (p=0.016) and general health (p=0.030) dimensions,
respectively. In relation to the WOMAC instrument, the
ANOVA analyses also showed that the hip functions was
the variable that affected two of the three WOMAC dimen-
sions: pain (p<0.011) and physical activity (p<0.001). Only
this variable was statistically significant (p<0.008) in the
MANOVA To better understand the differences observed in
the ANOVA, comparative analysis it carried out , as shown
in Table 5. The variables which showed significant differ-
ences on the dimensions of the two instruments used were:
gender, operated hip pain, use of accessories for locomotion,

Table 3. Results of the analyses of MANOVA and ANQOVA for the SF-36.

hip functions and satisfaction with surgery. Considering all
of the studied variables, it should be highlighted the hip
functions, which showed a statistically significant differ-
ence in all domains of the WOMAC and SF-36, with the ex-
ception of the mental health dimension, suggesting that the
elderly with better scores on the HHS, that is, with better
hip functions, showed higher scores on the dimensions of
instruments for the assessment of the HRQOL.

Discussion

The sociodemographic characteristics of the subjects
in this study corresponded to findings in the literature re-
garding the prevalence of women and the mean age in the
elderly'®!"'819 Since the proportion of elderly increases and,
hence, the rate of hip OA and femoral neck fractures, the
THA should be increasingly applied. Such surgical tech-
niques have evolved to become one of the most common
and successful orthopedic operations today, because they
promote great benefits to the elderly™.

The dataobservedin this studyrelated to obesity (BMI=30
kg/m?*) corroborated the findings of another study®, which

Variable MANOVA ANOVA
p-values PF RF BP GH VT SF RE MH

Gender 0.026 0.007 <0.001 0.080 0.634 0.984 0.635 0.892 0.902
Age 0.404 0.318 0.520 0.143 0.260 0.397 0.601 0.090 0.118
BMI 0.631 0.710 0.888 0.594 0.175 0.316 0.355 0.494 0.924
Hip operative pain 0.795 0.986 0.925 0.747 0.197 0.988 0.166 0.613 0.708
Other joint pains 0.307 0.421 0.051 0.091 0.650 0.959 0.710 0.022 0.811
Use of accessories for locomotion 0.411 0.892 0.801 0.208 0.945 0.239 0.926 0.054 0.219
Post-operative time 0.221 0.931 0.351 0.016 0.526 0.156 0.335 0.885 0.274
Satisfaction with the surgery 0.292 0.411 0.574 0.104 0.030 0.167 0.416 0.645 0.768
Hip function (HHS) <0.001 <0.001 0.014 0.002 0.010 0.086 <0.001 0.003 0.383

BMI=Body mass index; HHS=Harris Hip Score; PF=physical function; RF=role physical; BP=bodily pain; GH=general health; VT=vitality; SF=social function; RE=role emocional;

MH=mental health.

Table 4. Results of the analyses of the MANOVA and ANOVA for the WOMAC.

Variable LD = A.N L - —
p-values Pain Stiffness Functional limitation
Gender 0.334 0.091 0.848 0.122
Age (years) 0.425 0.166 0.803 0.193
BMI 0.090 0.427 0.667 0.133
Hip operated pain 0.122 0.035 0.632 0.267
Other joint pains 0.433 0.214 0.954 0.115
Use of accessories for locomotion 0.890 0.516 0.526 0.756
Post-operative time 0.095 0.727 0.051 0.288
Satisfaction with the surgery 0.451 0.716 0.586 0.154
Hip function (HHS) 0.008 0.011 0.201 <0.001

BMI=Body mass index; HHS=Harris Hip Score.

Rev Bras Fisioter. 2010;14(3):244-51.



Quality of life among the elderly with hip arthroplasty

Table 5. Comparisons of the means of the scores for the dimensions of SF-36 and WOMAC according to studied variables.

Variables SF-36 WOMAC
PF RF BP GH VT SF RE MH D S FL

Gender*

Female 51.0 52.0 545 69.7 674 68.3 555 62.1 16.2 75 252

Male 38.7 23.3 448 61.4 67.1 67.4 55.0 62.2 222 78 30.9
p=0.007 p<0.001 p=0.053 p=0286 p=0930 p=0888 p=0965 p=080 p=0136 p=0939  p=0.120

Age**

60-69 442 419 486 64.1 65.1 66.7 480 574 211 85 306

70-79 50.7 371 526 7.0 708 7.7 61.9 69.6 144 71 22.3

=80 37.0 30.0 50.6 61.1 68.0 60.0 733 65.2 21.0 50 291
p=0161  p=0545 p=0753 p=0516  p=0566 p=0288 p=0138 p=0094 = p=0452 p=0882 p=0211

BMI**

<30 Kg/m? 46.5 418 50.7 65.7 66.8 69.6 3 624 189 78 26.1

=30 Kg/m? 423 31.0 483 66.4 684 63.0 55.0 61.3 191 70 32.6
p=0597  p=0421  p=0672 p=0610 p=0804 p=0242 p=0960 p=0875 = p=0796 p=0753 p=0.119

Hip operated pain*

No 52.1 46.8 56.3 69.7 70.3 725 56.4 64.2 12.3 6.6 239

Yes 37.0 292 23 61.2 634 62.1 53.8 59.6 21.3 89 32.8
p=0.002 p=0.031 p=0.012 p=0131  p=0.091 p=0071  p=0701  p=0204 = p<0.001 p=0.187  p=0.005

Others joint pains*

No 50.8 58.3 60.6 746 741 68.7 100.0 700 141 20 200

Yes 450 376 493 65.3 66.7 67.8 52.0 61.6 193 8.0 284
p=0642  p=0353  p=0517 p=0450 p=0583 p=0846 p=0.006 p=0411 =~ p=0468 p=0199  p=0.308

Use of accessories for

locomotion™

No 54.0 514 60.0 7 69.2 76.3 57.1 62.8 121 6.1 21.7

Yes 346 234 376 58.7 64.7 573 529 614 215 96 85l
p<0.001 p=0.001 p<0.001 p=0.014 p=0292 p=0.001 p=0591 p=0695 = p<0.001 p=0042  p<0.001

Post-operative time**

<23 453 35.0 55.0 734 70 70.7 57.6 66.9 15.0 76 278

24-47 476 486 53.1 58.0 594 69.7 491 545 192 6.5 26.0

48-71 492 473 541 67.7 66.8 64.4 543 614 16.8 18 240

=72 40.8 29.1 39.2 62.7 706 66.1 58.3 63.7 24.7 52 322
p=0584  p=0211  p=0056 p=0386  p=0361 p=0941 p=0824 p=0249 = p=0233 p=0084  p=0.201

Satisfaction with the

surgery™*

Much 50.0 46.6 535 7.1 70 79 57.3 63.7 15.8 6.9 259

More or less 30.3 125 435 497 60.3 56.2 541 57.6 26.5 85 32.5

Little 275 16.2 192 27 475 46.8 25.0 535 425 156 422
p=0.003" p=0.004® p=0.026© p=0.004© p=0054 p=0.038© p=0289 p=0449 p=0.031® p=0.130  p=0.205

Hip function**(HHS)

Excellent 70.7 731 742 85.4 776 916 76.1 69.0 5.7 71 15.7

Good 49.0 46.2 50.7 60.9 66.5 68.6 533 60.3 130 31 216

Fair 34.1 16.6 416 67.5 708 708 61.1 615 179 72 30.8

Poor 321 2.1 38.1 56.6 60.2 522 419 594 30.7 10.7 37.6
p<0.001® p<0.001® p<0.001® p<0.001® p=0.032" p<0.001® p=0.026" p=0368  p<0.001¥ p=0.043% p<0.001¥

PF=physical function; RF=role physical; BP=bodily pain; GH=general health; V'T=vitality; SF=social function; RE=role emocional; MH=mental health; P=Pain; S=Stiffness; FL=functional
limitation; BMI=body mass index; HHS=Harris Hip Score; *Test Mann-Whiney **Test Kruskal=Wallis (teste post-hoc Dunn; p<0.05): ®*Much’="More or less’; ®'Much'=More
or lesss’, ‘Much'='Little’; ©'Much'=Little’; ®'More or less'=Much’; ®Excellent'=Good’, ‘Excellent’=Fair, ‘Excellent’'=Poor’, ‘Good'='Fair, ‘Good=Fair’; ® ‘Excellent’='Fair’,
‘Excellent'='Poor’; © ‘Excellent=Good’, ‘Excellent'='Fair’, ‘Excellent'=Poor’; ™ ‘Excellent'='Good’, ‘Excellent'="Poor’; "Excellent'='Good’; *Excellent'=Fair’, ‘Excellent’=Poor’,
‘Good=Poor’;¥"Good'="Poor’.

Rev Bras Fisioter. 2010;14(3):244-51.




Mariana K. Rampazo, Maria José D’Elboux

also did not demonstrate significant differences between
obesity and outcomes of hip and knee joint replacements,
unless the patient had morbid obesity (BMI=40 kg/m?).
However, studies report that, in obese patients, assessments
of improvements of QOL are still considerable, since they
have knowledge of increased risks that this surgery entails®.

Regarding the presence of operated hip pain (55.6%),
demonstrated also in another study’, but in a smaller pro-
portion (40%), was not a variable that affected the HRQOL
according to the MANOVA. In contrast, when comparing
the mean scores of the HRQOL assessment tools between
the elderly with THA who had or not operated hip pain,
there were significant differences in the functional capaci-
ties, physical aspects and pain domains of the SF-36 and
on the pain and physical activity domains of the WOMAC.
The lowest means were related to the subjects who reported
joint pain. Research suggests longitudinal studies, so that
the pain issue can be effectively investigated. In this study,
the time after surgery and the use of accessories for locomo-
tion were variables which did not show significant statisti-
cal relevance for the HRQOL, suggesting no influences on
the HRQOL of these subjects.

On the other hand, hip function was the variable that
influenced the greatest number of dimensions of the SF-36
and the WOMAC. These results corroborated those of other
studies which highlighted the major influences of issues re-
lated to the physical aspects of QOL of elderly patients with
THA?%, However, other authors who evaluated HRQOL with
two elderly groups, one composed of elderly patients with
OA, who had hip and knee joint replacements and another
with no history of joint replacement surgery, noted that the
influences of physical issues on the QOL is also due to the
fact that OA usually affects more than one joint'. The func-
tional aspects have strong associations with the QOL of pa-
tients who underwent THA, and the benefits of the HRQOL,
after THA are most often related to increased mobility, im-
proved function at work and domestic services, increases
in leisure activities and pain relief’. In the comparisons
of the SF-36 and WOMAC scores, it was shown that older
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and satisfaction, and is a strategy which can positively af-
fect the HRQOL of these subjects. Future research with a
longitudinal design and with a larger sample should be car-
ried out to verify whether measures that reduce or eliminate
functional deficits might provide improvements in HRQOL
in elderly patients with THA.
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